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HYPNOSIS IN MINOR PSYCHOTHERAPY FOR 
THE GENERAL PRACTITIONER* 
CHARLES 8. ALAIMO, M.D. 


~ 

I is assumed that the uses, mechanisms, and dynamics of hyp- 
nosis are generally known and understood, and since time and space 
restriction are decisively limiting, these features will be considered 
lightly in favor of stress on the psychiatric aspects involved. 


? 


The use of hypnosis for the correction of psychic pathology 
opens challenging horizons to medical progress, but it also deve- 
lops therapeutic areas as vulnerable to abuse as they are promis- 
ing in intensive potential for benevolent creativity. The attrac- 
tive rewards of symtom removal alone, beckon not only to suf- 
ferers and physicians, but to the pathologically curious, to the 
genuinely interested and to charlatans too, all highly motivated, 
but for widely divergent reasons. But were hypnosis just an- 
other tool restricted to medical purposes alone, were it used pro- 
perly in carefully selected cases wherein it is therapeutically 
indicated, it is a most valuable mechanism destined to contribute 
substantially to lifting the level of care to still greater heights. 


The title of this paper suggests that General Practice limit its 
use of hypnotherapy to minor aspects of psychiatric treatment. 
This is an ambiguous approach in that the word “minor” defies 
precise difinition and also because definite demarcating limitations 
are therapeutically difficult to delineate, what with individual 
ability and training qualifications varying so widely among phy- 
sicians. Results then, are best when indications and proficency 
meet on equal terms of excellent quality, when control of all contin- 
gencies is assured, when a deep sense of responsibility sobers and 
dissipates any feelings of omnipotence that the physician derives 
from his superior role in the hypnotic setting. In consequence, 
logic, conscience and wisdom are the basic answer for cautioning 
the individual practitioner against venturing outside the qualifi- 
cations of his practice or beyond his depth in it. This calls for 
utmost sincerity in self-appraisal by the therapist, with honest 
recognition and evaluation of his own personal assets in relation 
to thier applicability to the patient’s best interests. To quote 
Santayana. “Define the limits of your ignorance,” and may I add, 
also define your goals and map your strategy well. 


*Read ot the Twelfth Annual Meeting of the American Society of Psychoso- 
matic Dentistry and Medicine in Washington, D. C. March 12, 1961. 
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Specifically, unless the physician be especially trained, minor 
psychotherapy should necessarily exclude most of the psychoses, 
the more deep-seated neuroses and organic mental illnesses. The 
remainder still comprises about 90% of all psychic disorders, half 
of which primarily involve anxiety, and the rest influenced by it 
to some degree. 


A proper prelude to psychotherapy has always been a sound 
ruling out or recognition of the contribution of organic cause to 
the patient’s psychic illness. This applies no less importantly to 
hypnotherapy. The discovery that overt illness is psychogenic 
may be quite disturbing to the patient convinced that he is phy- 
siologically ill, to one that refuses to acknowledge a psychic com- 
ponent or that repressively denies its existence. Yet rarely is 
the illness “either-or”’, that is, either organic or psychic. In 
either case, one invariably carries over-tones of the other, or 
some etiological factor can be traced to a real or imagined con- 
tribution from the other. Now with the discarding of the “either- 
or” concept in psychosomatic re-orientation in favor of multiple 
and contributory causality, General Practice is not being chal- 
lenged on its right to accept psychotherapeutic responsibility but 
on the exercise of diagnostic and therapeutic adequacy in its 
proper execution. In short, psychotherapy, including the use of 
hypnosis, is part of every medical discipline, and limitation for 
its use is guided only by individual conscience and professional 
competence. 


The use of hypnosis in minor psychotherapy is in itself a 
book-length subject. Suffice it here to say that hypnosis never 
was meant to replace psychotherapy or to minimize its impor- 
tance. Rather, hypnosis becomes a valuable supplement to it, 
an additional support that makes the therapeutic product more 
finished, more effective, easier to achieve and of more lasting 
benefit to the patient. In psychotherapy, hypnosis is most wide- 
ly applicable as an aid in symptom removal wherein post-hypno- 
tic suggestion entrenches the benefits of psychotherapeutically 
secured insight. 


In symptom removal without formal psychotherapy, hypno- 
therapy has many limitations, but judiciously used in carefully 
selected cases, it has a definitely useful place in medicine. It 
serves maximally when the symptom is least a defense or when 
adjustment is minimal in relation to some other root disturbance 
of which the patient is not consciously aware and for which his 
symptom is not a too tightly held substitute or symbolic expres- 
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sion. In such minor situations, symptom elimination must be- 
come a primary objective for the patient, and the desire for nor- 
malcy a most powerful incentive. Other and more serious con- 
ditions, such as character traits, root habits and even some in- 
capacitating situations with highly undesireable connotative signi- 
ficance and results, if wisely selected, slowly and skillfuly maneu- 
vered, will lend themselves to hypnoanalysis and to hypnotic symp- 
tom removal if the causal impact is not too damaging or if adjust- 
ment epigains do not represent a value greater than those antici- 
pated by elimination of the overt symptom. ‘ 

Scientifically, hypnotherapy is regarded best as an adjunct 
to psychiatric traetment, something to augment the efficacy de- 
rived from psychic insight. This is in contrast to vague, poorly in- 
formed public opinion that believes hypnosis to be a one shot cure- 
all secured by simply going to sleep once and being told that “every- 
thing is now squared off and all shall be well permanently.” Ob- 
viously, hypnosis has been used in this way, and still can be so used, 
but unfortunately, it is the wrong way, and results invariably de- 
feat the purpose of hypnosis and discredit its use. 


A simple hypnotherapeutic procedure fashioned along the 
lines advocated by Meares’ “non specific suggestion” method is 
one used in my office that not only gives Meares’ blanket sugges- 
tions of well-being, but also repeatedly suggests that worry pro- 
duces no good; that it helps no one; that it only makes things 
worse; that it is therefore useless except to destroy; that worry 
is a habit, a bad habit; that like any other habit, it was learned by 
repeated doing and can be unlearned by persistent not-doing; that 
one worries only because he entertains the thought of worry; that 
he can refuse to think of worry if he really wants to; that with 
thinking of pleasant things he will relax, mentally and physically; 
that relaxation causes calmness and peacefulness to take over; 
that calmness and peacefulness can be made to displace and replace 
worry or any other thought that is disagreeable; and that the hap- 
piness that results is richly satisfying, comforting and inhibitory 
to subsequent threats of worry. 


Confirming Meares’ experience, this extension of his tech- 
nique has served well in the less serious and not too well defined 
symptom complexes arising from day to day faulty approaches to 
life. In fact, if these deviations are of relatively recent origin, 
hypnotherapy is often most rewarding. 


In addition to substitution therapy under hypnosis, a symp- 
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tom can be fractionated and a very small, minimally distressing 
part left active to represent the whole; or the symptom may be 
transformed into something different that is not obnoxious; or it 
can be displacéd to another area wherein it fails to attract the 
usual unfavorable attention received in the original area; or the 
symptom may be sublimated or given worthy purpose to then 
result in self-esteem instead of anxiety; or it may be re-directed 
with a new goal for producing good, to correct a fault, to stimulate 
incentive; or the patient’s tolerance may be increased to any mul- 
tiple of that normally present, while the intensity of his response 
may be decreased in similar fashion so that the final reaction is 
tolerable or hardly significant. 


Explanation of technique and dynamics, besides being elemen- 
tary and academic, is not pertinent to the scope of this paper, 
especially since personal preference and paucity of exacting ex- 
perimental data would introduce volume, variation and theory 
best adapted by the particular physician to his specific personality 
needs. Suffice it to say, that with hypno-psychotherapy, guidance 
leads the willing subject safely through self-analysis; reassurance 
develops the patient's acceptance of the physician as a person of 
respect and authority; persuasion utilizes reason and logic to faci- 
litate absorption and acceptance of post-hypnotic suggestion; 
desensitization evokes confidence and trusting intimacy allowing 
the patient to freély divulge material previously jealously 
guarded thus promoting unrestricted catharsis and allowing sub- 
stitution of symptoms as well as use of specialized techniques for 
development of insight; re-education allows the establishment of 
experimental conflicts stimulating situations reminiscent of causal 
trauma with development of insight into the origin of personality 
factors; and re-conditioning heightens emotional stimuli rendering 


the patient more susceptible to the implantation of conditioned 
reflexes. 


Important to properly balanced treatment is the need to al- 
ways remember that hypnosis is not a panacea either for good or 
for evil, nor is it a nail-spiked war club to frighten or to pulverize 
complaints whose haunting persistence embarrass the hapless at- 
tending. Important to recall also is the fact that symptoms are a 
patient’s distress signal, his overt manifestations of serious, deep- 
seated personality-distorting conflicts. They are outward repre- 
sentations serving as defenses against more intolerable situations 
which unadjusted or uncompensated would evolve as insupportable 
anxieties. Symptoms are a physiological vent serving an economic 
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function diverting anxiety and tension build-up by allowing escape 
of emotional steam. Therein failing, the result very likely would 
be an emotional explosion, a psychic collapse. This observation 
emphasizes the need to stress how vital adequate psychiatric 
orientation is in therapy. 


The accent for this year’s conference is on “anxiety.” This 
is a truly broad field, for any conceivable element of human be- 
havior in some manner may induce anxiety directly or indirectly, 
or be secondarily influenced by it. Anxiety is an emotional, in- 
stinct-driven by-product of the intellect. It is inherent to man, 
making its appearance at about the 8th month of life. It reaches 
a normal peak of sensitivity at about the age of 4 years and re- 
cedes thereafter, except in pathological cases where it may extend 
to unrestricted limits in terms of time, depth of severity and 
variety of manifestations. A symptom without anxiety signifies 
a relatively fair adjustment, but a never-the-less ever suspected 
and ever threatening sword of Damocles. 


Anxiety, being an outgrowth of the unconscious, is also sub- 
jects to deviations in its processes. The victim is,attacked quietly 
and insidiously. Frustrations, inadequacies, hostilities and all man- 
ner of mal-adjustment incapable of solution develop sudden and 
reversible transfers of energy from one form to another. Psychoso- 
matically, this energy transfer turns from an inner enigmatic mani- 
festation of psychic upheaval to open expression as somatic symp- 
toms. Continuing provocation stimulates progressive self-damage, 
but without arousing much suspicion, and only when symptoms take 
on the proportions of an inner corrosive scourge that upsets the 
subject’s equilibrium are they recognized as true enemies in need of 
correction cr control. Unconsciously, additional impetus is given 
to traumatic impact by self-pity slyly camouflaged by assumed 
anger or faked hostility, and the anxious patient, rather than 
helping himself, invariably is reduced to presenting himself to 
the world as a whining victim of circumstance, a supposedly in- 
nocent but obviously spineless unfortunate caught, as he would 
have it believed, in the cross-fire of other people’s malice. This 
is a rotten adjustment but one that allows continuing indulgence 
in his deviations from the norm while still maintaining some de- 
gree of uneasy equilibrium and external prestige even though 
they are perilously based on fallacy and rationalization and become 
guilt stimulating to the patient. This makes his position still 
more precarious. He walks a tight rope bordered on either side 
by threat and disaster all the way. In consequence, he becomes 
very tense, and the more such sick adjustments he makes, the 
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more sensitivity to anxiety he develops. The more anxiety he 
suffers, the greater becomes his vulnerability to a dramatic in- 
cident. The more prone he becomes to additional anxiety, the more 
imminent is his danger to suffering a violent episode. Per- 
petual alarm or panic reactions arise that develop into constant 
“on guard” attitudes. This is comparable to a continuous alert 
status for an anticipated attack that fails to materialize which in 
turn causes destructive neuro-humoral chain reaction changes 
to occur in the body chemistry. The result is irreparable tissue 
damage, again proving that although the prize for adequate vigi- 
lance is security, the price of eternal vigilance is self-destruction. 


In common usage, “anxiety” is often confused with “fear.” 
Both are usually poorly defined, frequently misinterpreted and 
indiscriminately interchanged. Human responses to each of them 
are closely related, and in many ways they may appear correspond- 
ingly similar or paralleling, but in their psychodynamics, they 
are distinctly different although basically related. Anxiety is a 
heightened emotional tension state characterized by diffused un- 
easiness, vague feelings of insecurity, worry and loss of self-con- 
fidence occurring in response to an intangible threat of protracted 
quality and of seemingly unexplainable origin, and mysteriously 
suggesting fateful insurmountability. It originates from within 
the individual himself, without his awareness as to cause or pos- 
sible results, and all its effects are pathologically out of proportion 
with logic and reality. Fear, on the other hand, is a more readily 
explainable emotional tension state characterized by extreme ap- 
prehension and concern for physical integrity or security in 
response to an overt threat or hazard originating outside the body, 
the causes of which are recognizable and the possible results to 
some degree predictable or anticipated. Both anxiety and fear 
are warning systems against actual or imagined dangerous emer- 
gencies. The defense against fear is either direct action against 
the cause or flight, while for anxiety, the defense is repression. 
If repression is inadequate, or if it fails, then the resulting ego- 
energy build-up turns inward against the patient himself in the 
form of neurotic, psychotic or psychosomatic symptoms. Psychia- 
trically, fear is not pathological unless it extends beyond controll- 
able limits, but anxiety is always pathological, and when it is 
superimposed upon a significant fear state, a panic reaction may 
more easily occur, with cumulative and unpredictable results. 


Conditioning to anxiety begins in earliest infancy, becoming 
increasingly manifest with each feeling of abandonment and unex- 
plainable prolonged separation from the mother image, and later, 
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also with every morbid sense of loss of love objects, loss of self- 
esteem or of disturbed emotional equilibrium. These sensations 
are equated to impending annihilation by the infant, and they 
create in him, even into adult life, an ever increasing dependency, 
loss of confidence and inferiority paralleled by repressed anger, 
hostility, aggression, hate and retaliatory desire. 


Chronic anxiety is self-perpetuating. If not corrected, it not 
only persists but tends to grow in volume and intensity. The 
process follows the thought-association mechanism of thinking 
in which one thought stimulates the next in terms of word con- 
cepts automatically supplied by the unconscious. The conscious 
mind may focus its attention at will, but thought selection relative 
to the subject is spontaneous and automatic, drawn from the 
uncatalogued experiential store-house of the unconscious. Thus, 
when one is experiencing anxiety, regardless what topic the con- 
scious is focused upon, the unconscious distracts the conscious 
from its willed activity by delivering up to it only anxiety thoughts 
to dwell upon, and so anxiety build-up occurs without effort or 
additional cause. 


In later life, immaturity is meat and drink for the develop- 
ment of greater anxiety, and then, attuned and sensitized to a 
delicate pitch of reactivity, practically any unfavorable situation, 
real or imagined, can trigger any part or all of the whole of a 
patient’s anxieties, followed in turn by any conceivable patholo- 
gical coping devise. 


Long standing anxiety suggests that the patient also has 
suffered a radical failure of memory. This is a serious defect, 
for so much agony is triggered by a clouded memory, just not 
enough remembered - just too much forgotten. Since anxiety is 
almost always based on the memory of failures, important as it 
be to remember, how much more important to forget. The past 
too often crowds to the fore with crushing impact, sweeping be- 
fore it reason, value and truth, and only then is it apparent that 
if knowing what to remember is wisdom, then knowing what to 
forget is genius! 


The morbid persistence of anxiety signifies still another 
failure, failure of the coping mechanisms, of the defenses, of the 
ego itself. As each failure occurs, it becomes an automatic sig- 
nal to the ego of the presence of an increasing threat to its in- 
tegrity. In the presence of physiological illness, a deepening anxiety 
intensifies organic symptoms as well, and it secondarily aggra- 
vates the seriousness of the prognosis too. In fact, the subse- 
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quently developing vicious cycle may so magnify the anxiety that 
on the one hand, the tail may loom larger than the horse, masking 
the organic disease, and on the other, the cycle may tangent its 
emphasis to the organic illness, with the anxiety masked, camou- 
flaged or distorted by organic symptoms now secondarily inflated 
to monstrous proportions as a result of the psychosomatic inver- 
sion of emotional elements into physiological symptoms, and which 
conversion now simulates organic desease. Instead of striving 
to overcome his troubles with reality, the patient “escapes” from 
them into functional illness. Reflection then shows anxiety to 
be not only a failure of personality but also of the defense mech- 
anisms evolved to defend against those failures, and symptoms 
do not only represent the areas of greatest vulnerability, but con- 
versely, they are also the avenues best suited for successfully 
attacking and overcoming the illness. 


The early anxiety state is rather free floating, that is, non- 
specific and quite mild. The patient does not seek a cure. He 
simply adjusts with compromises, with compromises of inconstant 
values fluctuating continuously between reality and fantasy. At 
this point, the anxicty is more a bother to the family than to the 
patient. Generally, the patient appears mildly tense and uneasy, 
and possibly not at all confused. As time progresses, he is wor- 
ried, becomes restless, may chew his nails or occupy himself in 
any variety of purposeless action. Inactivity and waiting cause 
nervousness, irritability and discomfiture. Questioning elicits 
self-consciousness and indecision. He shows a strained humor 
with inability to be amused, faulty recall power and impaired 
concentration. He is too willing to agree and too backward to 
fulfill his bargain. He either responds excessively to suggestions 
or finding nothing to his liking, cooperates not at all. Examina- 
tion reveals moist, cold hands, excited heart beat, dilated pupils 
and hyperactive reflexes. As his anxiety consolidates, he fre- 
quently complains of insomnia, headache and constipation. He 
evades responsibility and neglects solving his personal problems. 
He could be very thin with anorexia nervosa or substantially 
obese from compulsive over-eating to allay his anxiety, and he 
may divulge well fixed neurotic organ symptoms referable to 
any organ or to any disease entity. Superficially, the effects 
of his symptoms and his description of them parallel true organic 
illness except that deeper study distinguishes lurking in the back- 
ground overt emotionality, phobias, hypochondriases, obsessions, 
resentments, withdrawals, eversions, compulsions, depressions, 
fatigue, disinterest in new people, places or situations, use of 


78 








Journal of the American Society of Psychosomatic Dentistry and Medicine 


symbolism and organ language, avoidance of controversies and 
tensions, etc. Probing of the causal relationships eventually shows 
that the patient’s anxiety has caused the creation of these symp- 
toms to satisfy an urgent need, a need for defense or protection 
against the basic elements of his distortion which he considers 
insurmountable and intolerably threatening to the integrity of 
his personablity. This is a momentous and awesome crossroad. 
At this point, he either adjusts to his insecurity or becomes victim 
to it. If aggravation of causally related elements intensifies and 
his resistences crumble before it, the patient is faced by a primi- 
tive terror he identifies with impending insanity or with imminent 
annihilation. Then his symptoms mount and become more than 
he can bear. He becomes desperate. His conflicts overwhelm 
him, and he runs for help. Had he been met with understanding 
and well directed assurrance prior to this critical outburst in the 
person of a well oriented family doctor, much distress could have 
been averted and a stout foundation could have been laid for sub- 
sequent therapy. Unfortunately, more often than not, the patient 
either waits too long or is not recognized qualitatively or quan- 
titatively for what he really is. Important then as reassurrance 
is to rehabilitation, based now on prefunctory examination and 
flimsy evidence, it simply intensifies the crippling effect of the 
existing illness, for anxiety, besides being self-sustaining, responds 
with added susceptibility and increasing anxiety to anything that 
tends to shake the patient’s confidence. When the patient does 
seek help for anxiety per se, he does so because he is in a desper- 
ate state, because his own coping devices have broken down, be- 
cause he feels defenseless and is faced with a situation that por- 
tends certain doom. A smug “There is nothing wrong with you”, 
or “It’s all nerves, just in your head” or “Stop worrying and 
everything will be fine”, all but. totaily destroys this patient. He 
then feels completely abandoned, hopelessly misunderstood and 
absolutely unwanted, with inescapable and horrifying annihilation 
as the alternative. But probably still more devastating, is for 
him to be told that he is very seriously sick, a fact he already 
suspects and dreads, and which he is desperately but unsuccess- 
fully trying to deny or to prove incorrect. The patient is at a 
low ebb physically, emotionally, and spiritually, and any communi- 
cation stimulating shame, guilt, inferiority or hopelessness may 
well tip the scales seriously against him. Man’s greatest obstacles 
have always been momentum and inertia. Ignoring the challenge 
of change is easier than proving it true or false, good or bad, and 
much easier than doing something creative or constructive about it. 
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Long before the anxiety patient sees a doctor, he has ex- 
hausted all manner of self-treatment available to him. All around 
him now are threatening, locked doors barring his escape. These 
are his broken down defenses, his lost sources of gratification, his 
decimated hopes. In the final analysis, these are his failures, 
and each has intensified his anxiety and his utter helplessness to 
overcome his infirmity. He does not realize that self-treatment 
for psychiatric problems is a patient’s defense against subjecting 
himself to adequate treatment directed by trained personnel. He 
refuses to acknowledge that this rebellion is an attempt to hurdle 
his need for accepting the concept of free association wherein he 
finds face-to-face ventilation on a conscious level difficult, em- 
barrassing or harassing. This anxiety patient can no more cure 
himself successfully of psychic illness now than he is able to see 
in a mile deep and laterally tortuous cavern without use of arti- 
ficial light. In this psychic setting, the therapist is the necessary 
guiding light, and it is with the assistance of this light that the 
patient himself explores the obscure recesses of his unconscious 
and is made to see himself in relation to the facts. The anxious 
patient, like the neurotic he is, motivated most urgently in the 
maintenance of his maladjustment, and until his motive for re- 
covery becomes greater than his fear of reality, he cannot be cured. 
Only reality can give him true knowledge, and only knowledge of 
the truth can light his way. This is the insight that cures, and 
it comes only through mutual faith and understanding between 
doctor and patient with the patient able and willing to subordin- 
ate his selfishness, overcome his resistances and control his ag- 
gressions. In securing these objectives, simple advice is not usual- 
ly recommended, but if in a friendly way it must be given, the 
physician must maintain his stature by not relinquishing his ex- 
pert status. Physiochemical advice is given with an air of medical 
authority, the psychosocial in the capacity of a learned judge. 
At no time does friendliness, consideration, sympathy or interest 
in the patient bring the physician down to the patient’s level 
regardless of the patient’s other accomplishments, status, rank 
or position. Of course, this attitude precludes professional ade- 
quacy, and only its presence justifies it. Appropriate to this 
subject are some “don’ts” borrowed from Maurice Hyman of Louis- 
ville: “don’t be unsure; don’t be too reassurring; don’t approve 
or censure; don’t be too credulous.” to which we may add, don’t 
be hasty or too solicitous. Of course these admonitions must al- 
ways be tempered with good judgment, but they are quoted here 
to suggest that serious pitfalls arise when they are not kept in 
mind. Related to this thought is the unfortunate truth calling 
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attention to the fact that people do call a T-V man, a plumber, 
carpenter, electrician, etc. for any specific repair needed, but when 
it comes to illness, every Tom, Dick and Harry considers himself 
not only a specialist, but an indisputable authority for himself 
and for others too, especially in nervous disorders. Being ego 
conscious in terms of self and others, and since no one is instinctu- 
ally solicitous to any great degree about the ego of any other, man 
inevitably becomes prime subject both in ego wounding potential 
and in ego wounding vulnerability, and in either capacity he may 
as readily be aggressor or victim in relation to himself and ‘to 
others. In this way, the layman is an uncontrollable hazard. 


Psychotherapy, as herein defined by broad discussion rather 
than by definition, in my mind definitely indicates that it is 
no longer a specialty outside the province of General Practice. In 
fact, its place in General Practice is being so widely recognized 
and stressed by competent authorities that it has become obliga- 
tory for every Family Doctor to embrace it, and a well oriented 
physician should find that it behooves him to so fortify himself 
in order that he may be adequate to meet demands that certainly 
shall be made of him. 


Returning to the use of hypnosis, the trend of this paper 
should definitely have established that hypnoanalysis and hypno- 
therapy are intimately associated with psychiatry, and hardly 
separable from it. Anticipation based other than upon expert 
knowledge is usually doomed to failure. Even the apparently 
mildest cases require not only a psychiatric diagnosis but a psy- 
chiatrically oriented differential diagnosis, and these presume 
the physician adequate in his understanding of psychodynamics. 
Human behavioral normalcy is a constantly fluctuating unpre- 
dictable, practically in a state of flux at all times with varying 
degrees of pathological, non-pathological and latently dangerous 
abnormalities, and absence of psychiatric ease of mobility in the 
physician conceivably could place a hypnotic setting in unexpected 
and undeterminable jeopardy. Treatment could also become a 
fad impressed by the poorly prepared for removal of isolated 
symptoms rather than for use as an integrated part of compre- 
hensive therapy. Certainly, no medical discipline looks upon a 
symptom as representing a disease, nor does it treat it as such. 
A symptom is but a sign of “dis-ease’’. It is not the disease. Diag- 
nosis is not attained by exclusion alone, and treatment based on 
indirect evidence alone must be considered irrational. Some cases 
of excessive drinking, overeating, insomnia, cough, enuresis, nail- 
biting, gagging, colitis, dermatitis, asthma, hypertension, pre- 
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mature ejaculation, arthritis, heart, lung and abdominal dis- 
orders, impotency, paralyses, anaesthesias and a host of others 
that overtly may appear as being simple symptoms and unim- 
portant, may be associated with far-reaching, deep-seated situa- 
tional complications serving inadequate but important functional 
adjustment for the patient, and without which he might be thrown 
into more serious psychic manifestations. These symptoms actu- 
ally may be or may symbolize some coping device such as denial, 
fantasy, repression, regression, projection, rejection, sublimation, 
identification, reaction formation, defense, rationalization, or any 
other substitute adjustment that is more tolerable to him than 
reality, making life more bearable. 


Hypnotic symptom removal obviously does have wide appli- 
cation extending into all phases of psychiatry and General Prac- 
tice, especially for those cases in which the degree of organic and 
functional components of the disease have been adequately deter- 
mined and positively ascertained as controllable. Each factor is 
then treated independently and collectively in relation to every 
other factor and also in relation to the individual as a who‘e in 
respect to his totality physically, psychically and environmentally. 
Absolute. success in terms.of permanency and completeness are 
seldom expected or attained, but always aspired to, and hypno- 
therapy that neglects the development of antecedent psychic in- 
sight by psychiatric means, seriously jeopardizes not only imme- 
diate limited success but it also seriously prejudices the patient’s 
ultimate potential for acceptance of subsequent treatmem and 
his capacity to utilize it. The patient must be made capable of 
tolerating his symptoms through exploration and understanding 
‘of their causality and dynamics, and only then can the re-condi- 
tioning process really begin. In achieving this result, the physician 
must avoid anticipating the patient’s situation or attempting to 
interpret it for him. The patient must be made to develop a sound 
reason for believing as the physician would want him to believe, 
and if destruction of supports precedes development of this logical, 
patient-created insight, a critical episode may be precipitated. 
The patient is guided, not led, and less yet is he forced. In short, 
the art of medicine is as important as the science of medicine, 
and the two should never be separated in any of their applications. 
Obviously, the need is for man to better understand and to be better 
understood, and all forms of communication should be encouraged 
to achieve these ends. 


As for the patient, he needs a prestige image to identify with, 
a respected authority figure, not one that preaches, but one that 
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sits and listens patiently, benevolently and understandingly, one 
that stimulates spontaneous conversation easily. This encourages 
emotional release and the healthy expenditure of pent-up ego 
energy. It promotes self-assurance and creates emotional support. 
Depletion of supportive resistence-reserve is arrested or suffi- 
ciently slowed to spark hope, and broadening base for rehabilita- 


tion appears as with increasing rapport a firm transference is 
established. 


From the physician’s point of view, to be successful, his atti- 
tude toward therapy must quickly endow reassurrance. It must 
impress that symptoms are a patient’s response to his own atti- 
tudes toward life. It must create the ability to stimulate honest 
self-analysis that can operate detachedly and impersonally. It 
must promote a sparkling of initiative, a desire for learning and 
an atmosphere of creativity. It must be instructive with emphasis 
on correction of fault, improvement of good, and re-education in 
the light of facts and truth as these relate to the patient ances- 
torally and environmentally. It must gently guide the patient into 
realizing that immediate symptom removal without psychic insight 
is as unfeasable as it is unrewarding, and that therapeutic em- 
phasis had best stress conflicts and maladjustments rather than 
symptoms. Rigidity, if uncontrollable, must be effectively neutra- 
lized and a pattern of progressive socialization must be established 
that finally makes the patient predictable not only to himself but 
to the various circles of his society. The patient must sense a 
feeling that he belongs, that he is wanted, that he is no longer a 
source of ugly surprises to himself or to others. This calls for a 
complete examination and analysis of the self, and if need be, 
revision of norms, standards, applicable culture and of all human 
values as these relate to the individual’s personality, as they relate 
to his total assets, intellectual, emotional, chronological, moral, 
religious, economic, social, spiritual, political and educational. 
The patient must recognize that he is not the world, nor does the 
world belong to him to command or to have conform according 
to his private symbolisms. The truth must come to him that civili- 
zation is not only a gregarious accomplishment but an individual 
achievement as well, and in paralleling importance, civilization is 
a complication to living in equal degree to him and to all mankind. 
A startling, and more so a disorganizing complication is that in 
the use of symbols, every patient is not only his own interpreter 
but his own dictionary as well. He not only constructs to his per- 
sonal satisfaction but he also applies his own chosen definitions 
and interpretations to support or to amplify his own rules and 
standards. This disguising of his motivational factors so complete- 
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ly complicates and so thoroughly distorts the factual reasoning 
behind his concepts that the resulting ideational imagery usually 
bears little if any direct similarity to the original physical 
structure of his thoughts as they relate to actual public meaning 
or even to his own constant understanding of them; thus his con- 
fusion, his distorted values, his disturbed understanding, his in- 
ability to communicate rationally. The patient is incapable of 
recognizing his basic instinctual demands as needs, and he inter- 
prets lack of gratification as enforced deprivation or as a threat 
to his integrity, forcing him to forgo satisfaction. 


The patient must be led to realize that adversity is practi- 
cally essential to present day living, and that in his contact with 
it, he must be patient, understanding, considerate, conciliatory, 
not too overly concerned and also ready to accept def2at as well 
as success. He must resign himself to the fact that life’s action- 
reaction mechanisms call for give and take, for resiliency, for 
dealing calmly with other men’s fallacies, misinterpretations and 
manifestations of sickness; that nuisance-breaks in logic, misun- 
derstandings, even catastrophes are to be met with seasoned judg- 
ment, calculated logic and calm decision, not with explosive im- 
pulse; that the joy of living is not in the prize but in the race; and 
that reward is earned not with having, but with the proper use of 
it. In short, he is shown how to avoid the first step to psychic ill- 
ness, by avoiding the development of tension, with the avoidance 
of anxiety through creative occupation and purposeful effort. In 
this endeavor, the patient’s assets need be carefully assessed; his 
capacity for cure diligently evaluated; his willingness to accept 
cure discriminatingly judged; and therapy must never out-distance 
the patient’s ability to utilize it. Treatment must be patient, 
calm and permissive. It must encourage objectivity in the patient 
with rapid securing of intermediate rewards leading to progres- 
sive development of self-confidence, self-respect, independence, and 
appreciation of self and of others, all promoting a sense of security 
and of increasing personal worthiness. This cooperation can be 
measurably enchanced through the suggestion and use of hypnosis. 


Important to the patient is the physician’s attitude toward 
him as a total personality and as a sick patient. He would be grati- 
fied to have someone that likes him and that is interested in his 
welfare. He wants a capable physician, but one that specializes 
more in him than he specializes in disease. Together, a course of 
action is selected that gradually leads the patient to proper recog- 
nition and evaluation of the cause and dynamics of his anxiety 
which lead to realization of need for control, re-evaluation, sub- 
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stitution, re-education and modification of behavioral patterns to 
insure adjustment or to prevent recurrences. He understands that 
anxiety is not an illness but reaction to a mood related to unasso- 
ciated disagreeable facts; that normal interests, drives and desires 
are blocked by these moods; that reoccurrence of thoughts refer- 
able to these moods initiate a vicious cycle that creates more anxi- 
ety; that the anxious individual develops his own private code 
of ethics and behavior which being based on fallacious precepts, 
results in maladjusted and abnormal performance. He recognizes 
that a congregation of people without standard laws, beliefs and 
moral restraints that apply to all equally, is a jungle, not a society; 
that individualized behavior apart from all the rest is not novelty 
but illness; that if in spite of everything, tension still were to 
mount, if ego-energy were to continue to accumulate, if his com- 
pletely stoppered psychic steam-kettle were still to keep building 
up steam, he would be in danger of serious consequences. With 
this insight, the patient automatically looks for emergency sub- 
stitute outlets, prepares for compensatory replacement activity 
and finally analyzes deeper to find the cause and to supply ade- 
quate adjustment. Hypnoanalysis and hypnotherapy can be used 
very effectively here, side by side with psychiatry. 


A critical factor in the restoration and maintenance of psy- 
chic equilibrium is need to be realistic, need to see truth as one’s 
contemporaries see it, need to keep facts in their proper relation- 
ships with just weighing of their relative merits as they relate 
to self and to society, This calls for strengthened mental acuity 
fortified by the ability to pause, think, reason, judge and then 
decide. The patient is impressed with the value of being able to 
“act” rather than “react”, with stress placed on the value of 
synthesizing and of being creative rather than being one who 
merely responds, modifies or that is always led. Self-esteem and 
human dignity develop which in turn stimulate assertiveness, 
initiative, self-confidence and preceptiveness in the maintenance 
of adequately balanced behavioral drives. Tensions, frustrations, 
hostilities, jealousies and a host of others that may be causative 
or that may complicate, then are seen in relation to truth. This 
obviates excuses, adjustments, alibis and need for creating dis- 
posal areas of other people. A horizon for satisfaction develops 
from doing good hard work, a feeling of meritorious worthiness 
that serves as sufficient source for pleasure and reward, and for 
adequate exit of excess ego energy. 


An important factor in the case of the confirmed anxiety 
patient who progresses into frank neurotic imbalance, is that 
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abnormal traits become so fixed that the patient considers them 
normal. This begins with his difficulty in orienting his id and ego 
with the super-ego. The id, renegade, raw, cruel, destructive and 
sadistic, is forever striving to satisfy its instinctual drives and 
impulses, and as a result, it is in constant controversy with the 
equalizing efforts of the ego. In this attempt at id restriction, the 
ego is assisted by the super-ego. This contributes the ego-ideal, 
to which the personality may aspire, a factor of utmost importance 
in proper authority and character identification, and it also con- 
tributes the conscience or inner judge. Yet, both ego-ideal and 
conscience must be trained along constructive lines so that con- 
sciously and unconsciously they embrace positive values along lines 
acceptable to present day culture, mores and spiritual values. A 
failure in this fundamental structural balance often makes per- 
sonality reconstruction a monumental task. Either due to the 
strength of the causal impact, its quality, its association with other 
applying pertinent factors or because of individual vulnerability, 
susceptibility or overwhelming environmental and hereditary pre- 
dispositions, the individual enters a rigid state of non-conforming. 
He resists all corrective, educational or substitutive media extended 
to him. He resents challenge and rejects giving up his distorted 
concepts. He becomes incapable of recognizing the fact that his 
maladjustments, which he dares not see as such, are actually self- 
damaging. He depersonalizes or projects his faults and blames 
his environment, some individual or some segment of society, 
past or present, but never himself. The patient becomes a whiner, 
a complainer, a nagger, a criticizer, a blamer. His troubles pyra- 
mid, as do his faults, his disappointments, his failure, sufferings 
and hostilities. He introverts, withdraws, becomes a hater, devel- 
ops an inferiority a mile long. He locks himself in a cage of soli- 
tude, not to keep himself in but to keep the world out. This he can 
accomplish to any degree imaginable, even to suffering physical 
and mental catalepsy. This patient, if he does come for help, comes 
unwillingly but hoping against hope, and yet lacking faith that 
he can be helped. He feels his condition has progressed to an un- 
alterable stage, that his failure is complete, that all is lost, and 
since every man at first believes in his own powers most, he has 
little faith or hope that any other can succeed where he himself 
has failed. He becomes victim and prisoner of the cruelest judge 
known, himself. This is truly man’s greatest injustice to man, a 
man obsessed with destroying himself. 


Therapy must break down this rigid concept. The patient 
must be made aware of his monstrous attitude, aware of the truth, 
that he is both victim and executioner, that he is totally unfair, 
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to himself. Therapy must stress the ever changing state of all 
things, and the fact that change can be directed for the develop- 
ment of good. He must be instilled with faith enough to cause him 
to believe that a cure is possible now, and that it can be accomp- 
lished by reliving the inciting situational settings causally related 
to his condition in a psychotherapeutic relationship, thereby gra- 
dually developing insight into the mechanisms that enslave him. 
In effect, the psychiatric patient is given a course in psychiatry, 
which again I stress, precludes the teacher to be competent. He 
is familiarized with the psychodynamics involved, made to recog- 
nize that he may be his own worst enemy rather than his best 
friend, and that much of his antagonistic personality, his rejec- 
tions, denials, rebellions, non-conformities, organ symptoms, be- 
havioral deviations, self-pity, etc., are the “flings and arrows” 
of his own making re-directed back at himself. He must realize 
that his moods, depressions, alibis and nagging are but evidence 
of his own failure to control his life-situation or to adjust to it, 
and that this failure is usually not due to lack of ability, but to 
immaturity, to selfishness, to lack of love for one’s fellow man, 
to refusal to adjust to life, and to an inherent weakness in any of 
the various character traits that are pleasurable and satisfying 
when properly administrated. 


I repeat that it is unreasonable to expect complete psycho- 
therapeutic success, but this is no reason for not trying to achieve 
it, even though very often the therapist must be satisfied with 
simple reduction or control of symptoms. In this, the importance 
of entropy can not be over-looked. The exigencies of every-day 
life seem to drag heavily on human existence, and in stressing 
the significant part played by its gravitational pull on immediate 
function, the present must engage equally sober and adequate 
consideration. The anxiety potential of the currently pressing 
factors of life needs be quickly stabilized so that the patient can 
be aware of palpable relief gaps in his tumultuous existence, and 
also feel the satisfying effects of a widening of these relief gaps 
with a corresponding time shrinkage in the periods of maladjust- 
ment until the gaps of well-being take over at the expense of the 
sick intervals to become the standard way of life, and the patholo- 
gical periods fade into relative insignificance. As insight opens 
the mind to the truth, truth enters it without the asking, and as 
truth elaborates into knowledge, anxiety loses its grip, for know- 
ledge makes man free. 


Bibliography will be furnished upon request. Buffalo, N.Y. 
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HYPNOSIS IN INDUSTRIAL NURSING* 


PHILIP AMENT, D.D.S., FSPDM, FSCEH, FAASP** 


4X t is said that hypnosis begins when the nurse or doctor devel- 
ops a proper relatedness to the patient. Patients presenting them- 
selves for emergency treatment in industry are highly motivated 
to follow the instructions of the nurse and doctor. One should 
therefore recognize that all of us have used positive suggestious 
at one time or another, and this may be considered a mild form of 
hypnosis. Where simple suggestion stops and hyprosis begins is 
a moot question. 


Hypnosis is a natural phenomenon. It is not related to m)s- 
ticism, occultism, spiritualism. There is no spell cast. The patient 
may look asleep but is, in reality, fully awake listening to the 
voice of the operator. We have found our patients to be in com- 
plete control of situations and that they feel as if they can get 
up and walk anytime, but they are so comfortable that they prefer 
to remain in this relaxed state until the work is completed. 


Many theories have been presented. According to White,! it 
is plausable to think of hypnosis as a goal directed striving, the 
patient having for his goal to do as the operator wants him to do. 
Another theory is that hypnosis is purely the control of thought 
and actions through suggestions.2 Yet another theory is that this 
is a role taking attitude.3 There are many interrelated theories, 
but no one can explain the exact physiologic mechanism through 
which hypnosis works. This is also true of other successful pro- 
cedures in medicine. However, exhaustive work by many investi- 
gators through encephalagram readings, skin resistance tests, etc., 
points to the fact that this is a waking state. It is not a sleep state. 
Therefore, normal reflexes are not ordinarily abolished. 


The question very often asked is whether or not there is any 
special wording used to induce hypnosis, and are these formulas 
professional secrets. The day when medicine itself was shrouded 
in mysticism and magic is long since past. There are no secrets. Vol- 
umes have been written on technique, just as volumes have been 
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written on obstetrical procedures, orthopedic surgery, brain sur- 
gery etc. All this material is available to anyone who can read, but 
it is not wise, for example, to attempt a transurethral resection 
unless the operator is a competent urologist. In other words we 
work through hypnosis using it only in our own field of compe- 
tence in medicine and dentistry. As nurses, the area of responsi- 


bility where suggestions are given should be only in the field of 
nursing. 


One should discuss the matter of the nurse handling patients 
who are under hypnosis. The doctor should place these patients 
en rapport’ with the nurses so that nurses can have the full co- 
operation of the patient. The less talking on the part of the nurse 
while a patient is in the trance state, the better it will be. The 
nurse should not use terms that relate to suffering. The words 
fear, pain, needles, etc., should be eliminated from our vocabu- 
lary, whether or not hypnosis is used. These patients develop a 
super-acuity of senses and may also read our subliminal cues, so 
that it is rather imperative that the nurse understand and believe 
in this method of approach in order to obtain the maximum of 
good results from the efforts involved. 


One wonders about the practicality of the use of hypnosis in 
industrial medicine. It is to be considered as adjunctive proce- 
dure whenever we work through hypnosis. What hypnosis means 
to one operator may have different meaning to another operator. 
For example, the psychiatrist will think of hypnosis as a means of 
having the patient ventilate when this could not be done in the 
waking state. Other practitioners will work through hypnosis 
using it as adjunctive procedure in anesthesiology, and primarily 
to relax the patient. 


At Roswell Park Memorial Institute in Buffalo, New York, 
we are using hypnosis as adjunctive procedure in patient care. 
In many cases we are able to raise the patient’s pain threshold. 
Hypnosis works in the same manner in Industrial Medicine to 


distract the patient so that he could be handled without extreme 
fear or anxiety. 


Functional overlay may be present and removal of pain 
through suggestion may not be wise at all times. The physician 
will have to be the judge of that. 


The practicality in industry is beyond the horizons. For ex- 
ample, it may be possible to use psychic anesthesia in those cases 
that present themselves with sacro-iliac sprain, lumbo-sacral 
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sprain, contusions, dislocations, etc. This is the only method we 
have whereby anesthesia can be kept in an area for any length 
of time. Nevertheless the writer hastens to add that this is not 
a panacea. 


All hypnosis should be considered self hypnosis under direc- 
tion. The patient’s motivation and his ability to follow directions 
make it possible for him to develop the illusions of local anesthesia, 
general anesthesia (nitrous oxide, sodium pentothal), a spinal 
anesthetic or the illusion of hypothermia.4 It is conceivable that 
some patients may not be able to accomplish these illusions. In any 
event, one can then consider this multi-faceted tool as adjunctive 
procedure using other anesthetics along with hypnosis. We are 
therefore not purists in any sense of the term. 


All nurses in industry, whether or not they are connected 
with heavy or ligth industry, have burn cases in varying degrees. 
These may be blast burns,chemical burns or heat burns. It is very 
practical to suggest anesthesia in the area involved. Chemical 
burns of the eye can be handled beautifully after emergency treat- 
ment by suggesting anesthesia be kept in the area for 24 to 48 
hours. At the Genesee Hospital in Rochester, we recently had a 
case of 3rd degree burn where a young lady had a good third of 
her body involved. This patient was held in an immobile position 
for a period of weeks through suggestion. Debridement was ac- 
complished uneventfully. Ordinarily these patients do not eat. 
If the patient does not eat, the patient may die. Through hyp- 
notic suggestion the patient can regain her appetite and the food 
becomes appealing. 


Because of industrial accidents, plastic surgery is very often 
a necessity. Dr. Herbert Ecker of Williamsport, Pennsylvania, has 
used hypnosis in practically every phase of plastic surgery. The 
patient is given time distortion to become accustomed to new pros- 
thesis. It is possible during minor surgery to help the patient 
control bleeding so that we will have a clear field. One often 
finds, particularly in the electronics field, patients with pinched 
fingers. These patients can be made very comfortable. 


In the field of orthopedic surgery it gives us another tool to 
use, where the setting of the simple fracture can be handled with 
hypnosis alone. This does not mean that hypnosis can be used as 
the sole anesthetic in all fracture cases. It also gives us a method 
whereby we can chetk reflexes as a diagnostic procedure to de- 
termine if the involved nerves have not as yet healed, or whether 
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or not there was an unlearning process going on. As adjunctive 
procedure in orthopedic surgery, and for that matter any surgery, 
where the patient is a cardiac, a combination of hypnosis and anes- 
thesia permits us to use less of the anesthetic in a given area. 


It has been proposed that hypnosis may be a way of differenti- 
ating between silicosis and allergic asthma since a number of aller- 
gists have been able to stop asthmatic attacks, whereas in silicosis 
these situations would continue. 


We should not think of the use of hypnosis in a spectacular 
sense. Let us think of its use in simple, ordinary procedures such 
as traumatic injuries (avulsion of nails), removal of dressings 
from an apprehensive patient, removal of apprehension when in- 
jecting local anesthetics, etc. It may give us good insight into 
patients’ behavior so that at times we could distinguish a mal- 
ingerer or an individual who has psychogenic pain. In the former, 
one must keep in mind the matter of secondary gains—that weekly 
check—or the rest in the hospital away from household chores. 


In conclusion one might reiterate that positive suggestions 
given by the nurse in a friendly manner may be considered a 
minor form of hypnosis. In its profoundest sense hypnosis should 
be used by the physician or dental surgeon, depending on th2 
areas involved. By and large we get speedier recoveries, happier 
patients, and less strain on the doctor and on the industrial nurse. 
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THE INTERPERSONAL RELATIONSHIP 
ITS IMPORTANCE AND DEVELOPMENT* 
JOSEPH B. BERKE, D.D.S.** 


Bretore we can understand the interpersonal relationship that 
exists between dentist and patient we must be cognizant of the 
fact that such patient is the produce of many different individual 
psychological factors. Were it not for these individual factors, 
all people who share a common culture and enviroment would 
hold similar beliefs. (1). But our patients are personalities; and 
personality is a psychological concept which implies that each 
person has a uniquely organized system of needs,emotions, anu 
habits which provide the basis for his thoughts and actions and 
by which he establishes relationships with others and becomes 
involved in interpersonal negotiations. Personality is the product 
of hereditary and environmental factors and this concept includes 
intelliigence, motives and attitudes, as well as conscious and uncons- 
cious thoughts. Yet man is not always a sensible ir rational crea- 
ture. His thinking can be defective or interfered with by emotions 
and desires. Sometimes man does not know what he is doing, 
as some of the reasons for his behavior are outside of his aware- 
ness and are therefore said to be unconscious. As a result of in- 
dividual differences, various interpretations of the same experi- 
ence may be made by various personality types. 


Let us consider, for example, one of the most important deter- 
rants to dentistry - pain. Sensitivity to pain will vary depending 
on such factors as nervous tension, worry, fatigue, neurosis, lack 
of sleep, presence of chronic illness, memory for other painful 
experiences, educational level, culture, and occupation of the pati- 
ent. In addition the threshold of pain can be varied by the use of 
analgesics, waking suggestion, hypnosis, and distraction by other 
attention - stimulating experiences. 


Zborowski, (2), studied four groups of patients that were 
hospitalized - Jewish, Italian, Irish, and “Old Americans”. He 
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found that these groups responded differently to pain. Italians 
and Jews were said to “exaggerate” their pains. The Irish were 
able to take a lot of pain without complaining. “Old Americans” 
(those here for several generations) were objective about pain. 
Jews and Italians when in pain were quite willing to groan, cry, 
and moan; presumably because of their cultural background were 
not ashamed to express suffering. When Italians were given pain 
relieving drugs, they quickly forgot their suffering. Jews were 
reluctant to take drugs, fearing it may damage their health; and 
they continued to worry even after the pain was gone. After the 
the Italians were relieved of their pain they showed confidence in 
the doctor; the Jewish patients remained skeptical and did not 
consider the relief of pain any criterion of the doctor’s skill to 
cure, and were rather pessimistic about their prognosis. 


Americanized people were not emotional about pain. They 
tried to describe pain rather than express suffering. They were 
ashamed of emotional outbursts and tried to conform to the cul- 
tural backgrounds of our hospitals, namely, not to suffer noisily 
or to be too demanding. These unexpressed dissatisfactions, how- 
ever, can be much more troublesome than the temporarily annoy- 
ing complaints of Italians, Jews, and other cultural groups. 


Social class and education also influence one’s attitude to- 
ward pain and disease; lower socio-economic class people appear 
to harbor more magical and religious beliefs about the cause of 
illness; thus, their response to pain and disease is in relation to 
these beliefs. The doctor-patient relationship apparently fares bet- 
ter when the persons involved are of the same social class. 


There are many types of interpersonal relationships; the 
relationship of a child to his parents. The relationship of man io 
woman, the relationship that exists among all human beings in all 
the various experiences of living. For the purposes of this paper 
however I refer specifically to the interpersonal relationship that 
exists between dentist and patient and its importance to the suc- 
cessful practice of dentistry, particularly with regard to the in- 
duction of hypnosis. The development of a satisfactory interper- 
sonal relationship is necessary if we are to control or eliminate 
those psychological factors which make dentistry distasteful, un- 
comfortable, and sometimes unacceptable to many patients. Where 
these factors exist, tension results, and the greater the tension, 
the lower the pain threshold. 


As dentists we must realize that we do not work on a tooth 
or teeth but rather on the whole person; the body as well as the 
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mind. Thus we should consider the patient as an entity. In addi- 
tion we should know something about the behavior patterns and 
psychodynamics of our patients as well as ourselves, at least on 
a superficial level. It is necessary to understand our patients as 
well as our interaction with them. We are not involved in psycho- 
therapy; that is the province of the psychiatrist and the clinical 
psychologist. Neither do we treat diabeties or cardiac conditions. 
But it certainly is important to know whether such a condition 
exists in any given patient, and such knowledge may cause us to 
modify our dental procedures. Similarly, we should have an under- 
standing of pertinent psychological processes, particularly as they 
involve our area in relationship to our competence and training. 


We must realize that when a patient presents himself for 
treatment, various psychological processes and for states may 
exist (3), such as: (a) Anxieties, fears or apprehensions. (b) Vari- 
ous personality traits and emotional responses; in that a patient 
may be introverted or extroverted, dependent or independent. Also 
that a patient may be resentful, hostile, cynical, suspicious, con- 
fused, arrogant, evasive, or condescending. (c) Habits, particularly 
that may have assumed the character of a conditioned reflex and 
are no longer needed or even meaningful to the patient, e.g., neuro- 
tic habits or symptoms which may be a part of the patient’s psy- 
chological defenses and which are psychodynamically important to 
him Such symptoms may be necessary to the individual to permit 
him to maintain his security and self-esteem. Defense mechanisms 
that are utilized by our patients and ourselves as well, include: ag- 
gression, projection, rationalization, repression, withdrawal, and 
sublimation. (d) Hypochondriacal and fatigue reactions. (e) IIl- 
ness or functional pain used as a device to punish others, usually 
with inner gratification. The patient gets comfort and reassurance 
from other’s attention; thus reinforcing this particular pattern 
of behavior. (f) Psychosomatic reactions, some of the most com- 
mon of which are: Visceral symptoms and obscure pain centering 
around the heart. With regard to the oral cavity, obscure pain in 
teeth and gingiva, and inability to wear dentures are not un- 
common. 


The importance of communication and semantics. Agree- 
ment on the meaning of words eliminates much confusion and 
misunderstanding. This aspect of communication is known as 
semantics. Words as well as tones and gestures are part of the 
communication process, and the success of this process depends 
on agreement between dentist and patient on what is meant by 
these verbal and non-verbal communications. Therefore before 
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actually getting into the interpersonal relationship between den- 
tist and patient I would like first to go briefly into the dynamics 
of the above. 


Anxiety - Characterized by worry nervousness, dread, and 
psychosomatic symptoms. Anxiety frequently arises from threats 
outside of the direct awareness of the individual. With regard 
to the origin of anxiety, the causes are many and vary from one 
case to the other, however, an outstanding factor in anxiety is 
the parent-child relationship. Rejection of the child by the parent, 
parental attitudes that are belittling or dominating, conflicts 
between dependency and hostility which a child is unable to re- 
solve. All can result in anxiety and various maladjustive behavior 
and reactions. A man may be very mature in his business or pro- 
fessional life, but when threatened by fear or anxiety as to the 
dental situation, he may regress to a childlike stage characterized 
by a need for dependency and complete trust in the dentist’s 
ability; and it is on this level that the interpersonal relationship 
so necessary for the induction of hypnosis can be developed and 
later can be transformed into a more mature stage in which 
waking suggestion alone will be effective. 


Worry - Ordinary worry is one if the most common of the 
maladjustive responses. It differs only in degree from an anxiety 
reaction - nearly everyone worries to some extent and yet is 
usually able to achieve a satisfactory adjustment. Fear (a con- 
scious emotional reaction to a specific threat) arouses worry, 
and in turn arouses more fear. Thus the physiological state of 
emotion constantly reinforces and repeats itself. Worry due to 
financial reverses or family illness usually dissipates itself when 
the direct cause is resolved. In certain other cases, the situation 
to which the worrier seeks an adjustment is not an external one, 
but rather one which concerns his concept of himself and his 
interpersonal relationships. A worrier may not care to share 
his problems or to seek advice particularly if he should feel that 
his difficulty is private or shameful. The result of course, is 
usually tension, and a tense dental patient is a difficult one. 


Hypochondriacal And Fatigue Reactions - These are due to 
overconcern about bodily functions and are frequently accom- 
panied by attitudes of apathy and pessimism. This continuing 
state of affairs may result in such symptoms as loss of appetite, 
indigestion, vague visceral discomfort, insomnia, and / or a con- 
stant feeling of fatigue with lack of physical strength even though 
the food intake may be more than adequate. 
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Psychosomatic Reactions - This term suggests that the mind 
can cause a disease of the body. “Mind and body” are insepar- 
able aspects of the whole person and all diseases may be to some 
extent influenced by psychological factors. Peptic ulcer and essen- 
tial hypertension (high blood pressure not due to pathology) are 
prime examples. There is a marked relationship between allergic 
reactions and psychosomatic disorders such as bronchial asthma, 
hay fever, hives, and eczema. In the dental sphere, dental health, 
too, is interwoven with psychic health. There is a change in the 
saliva during emotional stress that can predispose the teeth and 
surrounding soft tissues to caries and gingivitis. Bruxism, also 
due to stresses, frustrations and conflicts, can result in chronic 
deterioration of the teeth and its supporting structures. Angio- 
neurotic edema of the face can also result from psychic pro- 
cesses; gagging usually is not an organic condition but a defense 
mechanism of the patient in order to delay or avoid the dental 
procedure. Poor dental habits such as thumb sucking, nail biting, 
tongue habits. etc. may have originally been the result of some 
mental conflict and when no longer needed failed to disappear. 
These conditions over a prolonged period of time can result in 
some pathology. No treatment can be wholly psychic or somatic; 
every treatment is both. 


Communication - It is generally accepted that all types of 
forces are exerted on us through communication on a verbal and 
non-verbal level. We recognize that communications from another 
person may be an attempt to have us think and do things that we 
may not wish to do, and therefore we become defensive. This pro- 
cess is necessary and deliberate so as to defend ourselves from be- 
ing influenced against our will. Because of our lifelong experiences 
with communication, we learn to anticipate what is going to be said 
and tend to respond not to what is actually being said but to our 
own thoughts. We may see and hear only what we want to see and 
hear because both parties are coding and classifying; constantly 
evaluating, sorting, accepting, rejecting and assimilating on a con- 
scious and subconscious level which many times results in distorted 
or inaccurate communication. As dentists, it is necessary for us to 
learn more about the relationship between behavior patterns and 
communication so that we may improve communication with our 
patients. This means we must acquire additional insight the inter- 
actions between ourselves and the patient; we must understand 
more about the forces that motivate the patient and that influ- 
ence our own reactions to the patient. We should also acquire the 
special skills that enable us to put this knowledge to use. It should 
also be recognized that there are obstructions to communication 
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that result not because the patient wishes to withold or distort in- 
formation, but because of his psychological inability to produce it. 


Language And Semantics - Another source of difficulty in 
establishing interpersonal relationships has to do with the spoken 
or written word; how the patient interprets what we mean on the 
basis of his experience and personal viewpoint as well as our inter- 
pretations of the patient’s meanings and experience in- relation- 
ship to our own background. Also we must be able to communicate 
our understanding back to the patient in the vocabulary that he 
will understand. So the more we have in common with the patient 
or the more we understand the patient’s values and experien:es, 
the more we will have developed a common language with him 
resulting in a state known as “rapport”. As time is an essence in 
our practice, we must develop techniques to obtain rapport with 
efficiency and tact for such a relationship is of vital importance 
to accomplish our goals. Our patient is a complex individual with 
a personality of his own who is already reacting to us and with 
whom we must interact for the duration of our dental relation- 
ship. The patient may be trying to protect himself from what he 
thinks is a painful and fearful situation, and because of this he 
may resort to various tactics or defensive reactions consciously 
or unconsciously which may be irrelevant to, or in conflict with 
our objectives, consequently, we must be concerned with the goals 
attitudes, beliefs and motives of our patients. 


Since our first day of practice we have been involved in inter- 
personal relationships with our patients and we have used various 
appoaches which we have learned through our experiences and 
backgrounds. However, we need to use these approaches in a better 
organized, methodical, and efficient manner, not solely by “‘in- 
stinct” or “intuition”. Here again we must realize that the patient 
influences our behavior, and. our behavior in turn, is an influence 
on the patient. Therefore it is an interactional process and both con- 
tribute to the communication that results. Let us begin, then, 
with the problem of the patient’s motivation in having dental 
work done. Is he interested because of pain, infection, or dis- 
comfort? Has he been told he has bad breath? Has he come to 
us to improve his appearance? Does he have a lack of proper 
function? Did he come to please someone else such as a parent, 
a husband or wife, boy friend, girl friend, etc.? Or is he interest- 
ed in the normal preservation of his teeth? He may be masochistic 
(enjoying the infliction of pain), or he may be hypochondriacal 
and imagines pain in his teeth. He may have heard of the dentist’s 
personality from another patient and he may have a need for a 
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father image, a transference of some sort, or a dependency re- 
lationship, or numerous other psychological needs. We as den- 
tists, do we recognize these motivations and needs and how do 
we influence them, being also cognizant of the fact that some of 
them are “rational” and others are “irrational” and emotional? 


An approach which contrasts most sharply with the concept 
of the rational man and which has done most to illuminate the 
irrational, emotional side of man’s behavior, is psychoanalytic 
theory. Freudian theory explains that it is those needs which the 
individual finds socially unacceptable that are repressed or dis- 
torted and thus go unrecognized. It is necessary to accept that 
such emotional needs are present in all human beings and that 
these needs demand gratification. In other words, they act to 
motivate human behavior, whether or not the individual recog- 
nizes the source of the motivation. 


There is another theory developed by Kurt Lewin, (4), and 
according to this theory, any given behavior is the resultant of 
many forces within the individual - forces which often exert 
pressures in different directions, and which interact or conflict 
with each other. The pattern or constellation of such forces at 
any given time constitutes the “psychological field” of the indivi- 
dual, and his behavior as of that moment becomes understandable 
in terms of the properties of that field. So our ability to under- 
stand, predict, or influence a patient’s behavior requires that we 
have insight into the goals, choices, and positive and negative 
forces as they appear to him. He will act not on the basis of the 
objective situation and even less on the basis of the situation as 
it would look to other people. His actions will depend upon the 
situation as he sees it. 


Whenever a person’s psychological field is such that moti- 
vating forces act on him in opposite directions, he experiences 
feelings of tension. Such feelings are unpleasant and result in 
psychological processes to neutralize these feelings and to relieve 
the tension. Predisposition to behave in certain ways are what 
we call attitudes and an attitude can be defined as a combination 
of emotional and motivational factors connected with some object 
or person in the individual’s world. We can also characterize a 
dentist-patient relationship by saying that the patient has an 
attitude of trust or skepticism toward the dentist. In many cases, 
an attitude of skepticism is warranted by promises on the part 
of the dentist such as, “This will not hurt you a bit”, or unrealistic 
promises as to the function of artificial dentures. A healthier 
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relationship could be built by presenting the facts as the patient 
will experience them. Similarly the dentist may have attitudes 
of like or dislike, of prejudice or tolerance toward the patient, 
and if one learns how to classify them as to treatment, the deve- 
lopment of a successful interpersonal relationship will ensue and 
and these attitudes can be transferred to the patient (who is in a 
state of hypersensitivity to the dentist) on an unconscious level. 
Thus, attitudes do much to influence the character of the inter- 
action. In everyday life there are examples of behavior which in- 
dividuals manifest in order to avoid placing themselves in situa- 
tions in which they would feel threatened, inferior, or ridiculous. 
Since the need for self-esteem is so basic and since it underlies 
many of the specific goals toward which individuals strive, block- 
age of the gratification of that need will generate extreme ten- 
sions. Efforts to resolve such tensions may take a variety of forms, 
some constructive and socially approved, others quite destructive. 


These, then are the patients that we deal with in practice, 
and if one learns how to classify them as to treatment, the devel- 
opment of a successful interpersonal relationship will ensue and 
the simpler our induction techniques in hypnosis will become. 
This is because the first step in inducing hypnosis is to set the 
stage or state of acceptance for hypnosis by structuring what is 
to develop into a successful interaction between dentist and patient. 
There are many techniques in inducing hypnosis but the success 
of induction depends on the development of the proper interper- 
sonal relationship first; without it there will be little progress 
even with the most expert hypnotic techniques. 


How to Develop the Interpersonal Relationships 


It is necessary to motivate the patient to communicate in a 
manner so that he receives gratification from the communication 
process and the personal relationship of which it is a part (5). To 
develop and encourage communication it is necessary to promote 
an atmosphere of warmth and responsiveness on the part of the 
dentist. This atmosphere should begin in the reception room with 
the secretary making the patient comfortable and conveying to him 
his importance in this setting. The dentist then continues this 
beginning relationship by expressing a genuine interest in the 
patient and accepting him as a person. The patient expects the den- 
tist to react toward him in a decent, respectful, and concerned 
manner. He also expects his dental work to be carefully and pro- 
perly done at a fee that he thinks is fair. It is also necessary to 
avoid justified patient anger, envy, and resentment toward you. 
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There should be a feeling on the part of the patient that the dentist 
possesses qualities of sensitivity, objectivity, flexibility and em- 
pathy. The dentist should accept the patient uncritically, refraining 
from arbitrary, moralistic, or critical responses. The maintenance 
of a tolerant, accepting and permissive attitude will convince the 
patient that you understand him and are trying to help him. At 
the same time try not to exhibit surprise, blame, or shock at his 
behavior or attitude, but appear calm and unruffled with an un- 
qualified and sympathetic acceptance of his dental problem. 


We must also be cognizant of those patients who are unrea- 
sonable and uncooperative; those who have a grudge against the 
world; those who expect a guarantee for their dental work and 
express an unwillingness to pay unless satisfied with the results. 
Then there are the patients who deny themselves that there is any 
thing wrong with their teeth until they have a toothache. These 
patients usually resist advice and instructions and are also chronic 
appointment breakers. In these cases, nonpunitive firmness is 
indicated. Then there is the insecure patient who looks upon you 
as an ideal, as possessing social graces and knowledge of every 
subject, or as a humanitarian, or, he may look upon you as a 
protective parental figure. For guidance and concern, however, 
this patient will soon show disappointment when he finally com- 
pares reality with this ideal if you do not modify the illusion. 


Also the social.class factor plays an important part. The lower 
socio-economic class person has less general knowledge and edu- 
cation and is in a lower income bracket, and because of this, he 
may become suspicious, distrustful and resent the fee that you 
charge, especially if he is comparing his hourly wage with your 
fee. In contrast, the professional man, the business man, and the 
college educated person who moves in your circle has a better 
appreciation of the way you conduct your business, and it follows 
usually that patients in the same social class as the dentist deve!- 
op a better interpersonal relationship with him. 


Therefore, try to put yourself in the patient’s position in 
order to feel and understand from his point of view. You cannot 
feel exactly as the patient does because your reactions are differ- 
ent from his. However, try to approximate his situation as closely 
as possible with due consideration for his background and experi- 
ence. 


Also realize the impossibility of understanding the patient’s 
reaction patterns from the standpoint of common sense. Realis- 
tically viewed, the patient’s behavior may seem futile and destruc- 
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tive. Yet it persists in the face of the most intense exercise of 
will power. Therefore, one must realize that in the limited time 
available to us in our practices, we should not involve ourselves in 
attempting to change the personality of the patient. Rather we 
should let the patient know we accept and understand and are 
not disturbed or shocked by his attitudes and values. This may 
be difficult at times, as there will be patients whose reactions 
may conflict with our sense of right and wrong. However, just 
because we feel that way, we are not necessarily right, at least so 
far as the patient is concerned. If we are cognizant of this, it will 


lead to greater tolerance of values and attitudes that do not coin- 
cide with ours. 


It is also important not to react to unpleasant, insulting, or 
provocative responses as if they were meant for you personally. 
These are more likely to be dramatized feelings brought about by 
the anxiety or fear of the dental situation and thus projected 
unto you. 

It is also important to examine one’s own responses toward 
the patient such as anger, boredom, sexual feelings, over-concern, 
personal biases and blind spots; not that one will be able to control 
all of them, but recognition of them will be a great help in pre- 
venting a too harsh judging of the patient. 

There is a need for faith in the basic goodness of human beings 
and one should view irrational reactions as a response to some 
threat (real or imagined) to the patient. This may require the 
patience of a saint; but if you are able to penetrate the defenses 
of a patient and develop a warm interpersonal relationship; and 
then to be able to easily direct your patient into a state of hyp- 
nosis and in the future to have a pleasant productive, successful 
dental relationship with your patient; this can be most rewarding. 

In conclusion I would like to end with the following expres- 
sion - “Doctor know thyself.” 

Baltimore, Maryland 
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HYPNOSIS AND OBESITY IN GENERAL PRACTICE** 
JOHN L. CATHIE, M.D.* 


Dre General Practitioner of medicine today is a far cry from 
the image many of the public still hold - the beloved perhaps - but 
rather helpless figure, leaning over the little child, thinking deeply, 
but really not doing very much. Well trained, well equipped, and 
in the midst of a great variety of cases he is ever keen to improve 
himself in a rapidly changing medical world. In Medical Hypnosis 
we have found a useful aid in certain conditions whose therapy 
left much to be desired and added it to an expanding armamen- 
tarium of useful weapons. 


Very early in practice I found the treatment of obesity a 
constant source of dissatisfaction chiefly because of a multiplicity 
of causes, but also because of the unpredictable personality factors 
many patients present. Even benefited by a backlog of training in 
Psychology, Experimental Anaesthesia and Rehabilitation, 1 often 
achieved a strong sense of frustration in attempting to conquer 
this confusion of causes but sought to separate them into definite 
types. 


Firstly we have the organic types - the Diabetic obese, the 
Hypertensive, the Cardiac, etc. where reduction of weight is a 
necessity. At once I ran into the peculiar tendency of these pa- 
tients - the jolly battling and good-natured dodging, the Diabetic 


for example exerts to “beat” the doctor. Blithely breaking diets, 
many died still wondrously eluding. In these cases - the use of 


the standard “appetite-repressants” is contraindicated on account 
of Benzedrine and Thyroid Extract content. 


Next we have the patients anxious to follow a prevailing fad 
or style and many of these are willing to faithfully follow a defin- 
ite routine of therapy. 


The following type are those who belong to the family charac- 
teristic type - the group who have the “Smith nose,” the “Dressel 
ears,” the “Jones appetite” - and who try to excuse their gorging 
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*Read at the Twelfth Annual Meeting of the American Society of Psychoso- 
matic Dentistry and Medicine in Washington, D. C. March 12, 1961. 
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by stating their family are all “big” people. This can be a diffi- 
cult group to break, so ingrown is the habit and so easy the excuse. 


The Compulsive Eaters continue to plague me, but in this 
group my background of Psychology helps me to recognize the 
danger of a psychotic background and many of this group are 
referred to a competent psychiatrist. However, a careful history 
might disclose a situation the general practitioner is well able to 
handle - the section with a temporary causation - family worries, 
economic or business difficulties, beginning menopause, the con- 
fused adolescent, the lonely ones, the maritally frustrated ones. 
Amongst these the family doctor with his intimate knowledge of 
their background can do much with his sympathy and understand- 


ing and can introduce relaxation and adjustment by Medical Hyp- 
nosis. 


Great care must be taken to adequately complete a careful 
history, doing B.M.R.’s, E.K.G.’s, Blood Estimations, Chest X-rays, 
etc. where necessary. To these I have even added checks on Sclla 
Turcica - in case of a Pituitary Tumor and although the vital 
diseases are seldom a cause of obesity - in Menopausal Cases or 
Hormone Deficiency cases - would do a Pap Smear or other modern 
checks - if I were using hormones or endocrines in conjunct:on 
with Medical Hypnosis. But above all one should carefully inquire 
into the attitudes, the drives, the tendencies of the case and avoid 
treatment by Medical Hypnosis of psychotic personalities like of 
the Plague. Whilst many can clear up with sympathy, diet, weekly 
injections of Pituitary-Ovarian substance, sedatives etc., one can 
miss a psychotic quirk only to find it turn up during subsequent 
therapy and weight loss. For that reason one should carefully 
introduce into the final suggestions, especially during initial in- 


terviews - the phrase “unless your mind or body requires this 
symptom.” 


Having arrived at a decision to include this person or per- 
sons in obesity treatment by hypnosis I utilize first two or three 
interviews to establish an empathy with patients problems, ex- 
plain what the method consists of and test the patients suscep- 
tibility. In the latter I have found three simple steps sufficent 
(a) The Market-basket Test - outlined by Dr. Philip Ament (b) 
an English favorite - the falling forward or failing backward 
tests (c) one old as hypnosis itself - the magic or magnetic ball - a 
glass ball on a cord given to the patient - instruction to gaze at 
same intently and after a period with ball on cord held at arms 
length - that he or she will notice ball is rotating to the left. In 
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use care in deciding to imform patient - that he, himself, rotates 
ball - as once in a while one will stamp out of the office irrately 
declaring - it did - and he dislikes the implication that it did not, 
mistakenly believes somehow his naivete’ is being ridiculed. My 
next step is to decide on which group this patient belongs to as 
I found I got better results by group therapy - three or four as 
a maximum and carefully choosing - similar occupations, similar 
types, similar villages, etc. - and have so far made interviews 
initially one week apart, two weeks in the group. 


My modus operandi in hypnosis induction is a composite one - 
altered to suit each group type which I drew from Dr. Ruth Oak- 
ley’s excellent paper, Dr. Philip Ament’s teaching, Wolbergs Text, 
Mears, even Rhodes and Powers. As far as modalities are con- 
cerned - I abandoned the Metronome almost at once - but have 
found the fixation and monotony of the Spiral Dise very useful. 
A standard method of induction is used - much benefit added, by 
deepening by the rigid arm method plus pressure on head of pati- 
ent routine and having satisfied myself depth is sufficient - and 
not necessarily a deep one - I wait a minute or two then continue. 
“With a positive visual illusion - Project your mind far into the 
future - with yourself in a scene filled action and color - healthy, 
figure and weight achieved which you have chosen for yourself 
and performing an activity useful to you or to others.” Having 
ascertained this is in mind - I then continue a peramble - empha- 
sizing fact they are following a course chosen by themselves, - a 
replacement of the useless symptoms of overeating by ones more 
useful; their improvement psychologically, organically even spiri- 
tually - and a future improvement in attitudes not only towards 
over eating, but other things. Also - as Dr. Oakley advises - the 
establishment of themselves as a ‘person” is important. Repetition 
of phrases is much used - keeping en rapport by touching patient 
frequently. Insistence is maintained on a twenty four hours at a 
time, step by step procedure, and that this scene will recur fre- 
quently to strengthen them in their course and, together with 
powerful suggestions from myself, prevent relapses. 


Small healthy meals - thrice daily - which their mind and 
body will dictate - follows, and an inportant step - a teaspoonful 
of any high caloric food will satisfy as well as taking all, knowing 
they could if they wished, but do not want to. 


In short, I emphasize the Psychology of Free Choice - insist- 
ing patients are following a course mapped out by themselves. 


As an aid to the back sliders - I change the visual illusion to 
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a gustatory one - instructing each to imagine he has in his mouth 
the taste of the most nauseating food he knows - and that this 
nauseating taste will recur each time he eats a forbidden food and 
again insist on checking same by nod from the patient. 


The interview is then terminated by initially instructing 
patient that no harmful effects will result, that symptoms will 
remain if his body and mind must have them to maintain his 
mental health, that he must never allow himself to be treated by 
other than a competent physican or dentist, psychologist or psy- 
chiatrist - and in subsequent interviews endeavor to establish 
some point where I can start without going through whole routine, 
aiming towards a situation where patient will not require frequent 
interviews, but will return on a voluntary basis. 


As far as successes have been concerned, I would say I have 
met with excellent results, even in patients whom I have treated 
by other means and failed, and that the post-hypnotic suggestions 
have worked out sensationally - reports of momentary paralysis 
of arms when about to eat a sundae, nausea amongst the cocktail 
crowd, granted one cocktail and upon insistence of friends trying 
a second - and a fantastic one where a very stout lady - like the 
puppy dog who eats until he vomits and then seeks more, ate for 
three days all her usual forbidden foods and had violent emesis 
during the whole. She, I abandoned as a medical hypnosis case 


at once - withdrew my suggestions and recommended Psychiatric 
care. 


Speaking as a general practitioner all I can say is the art of 
Medical Hypnosis is a most useful addition to my lines of treat- 
ment. Not only have I used it in obesity, but also in the field of 
anaesthesia, as a general practitioner doing obstetrics and gynac- 
cology, in securing an improved history in patient, soothing a 
tortured mind, establishing better rhythms in sleep and bowel 
habit and skin diseases. In all of these Medical Hypnosis is a most 
useful aid. However, I recognize the salient fact that good training 
in Medical Hypnosis, must be received by the general practitioner, 
that he must be one who is selected carefully by his teachers be- 
fore instruction is commenced, that at all times the physician 
must remain within his field, and never attempt to tackle psy- 
chiatric cases. 


Nevertheless, because of the width and comprehension of a 
general practitioner or family doctors practice and the tremendous 
variation of problems that he meets the general practitioner can 
find lots of room for his peculiar talents. 
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